
 

 

 

Thank you for choosing to complete your clinical rotation at the Loma Linda VA. Below are all required forms 

required for VA Onboarding. Once complete, packets must be submitted in-person to Clinical Education any 

weekday between 7:00am – 3:00pm. Please allow 30 minutes for review upon submission and additional 

time to complete fingerprinting. Clinical Education is located at the main VA facility in room 2A-217.  

 

Trainees unable to submit packets in person may send in their paperwork via CERTIFIED MAIL to:  

Attn: Clinical Education (14A). 11201 Benton St. Loma Linda, CA 92357.  

 

Please note that the entire onboarding process takes up to 6 weeks to complete.   

 

Trainees must include 2 forms of ID with the completed packet: 
 

 2 forms of identification on List B+C, or 1 form of identification from list A (see list on last page) 

 NON-CITIZENS: 

o Permanent Residents –   bring your green card issued to you 

o Nonresident –   Commonly I-94 and foreign passport 

o Please read list A for acceptable documents in your case 

 

Please also include a copy of your COVID vaccination card or record (required). 

 

Note: One week prior to your rotation start date you are required to report to HR to complete your Oath of 

Office. This may be done on a walk-in basis; HR is located at 25814 Business Center Drive in Redlands, CA 

92373. HR is open for Walk-ins every weekday from 8:00am - 3:00pm (closed on Federal Holidays). 

 

Please complete ALL fields below, review all pages for completeness, print and 

sign all highlighted areas (12 total signatures) 
 

 

Full Legal Name: __________________________________________________ 

 

Home Address: 

 

_______________________________________________________________       

 

 

Program (choose from dropdown): ___________________________________ 

 

Expected Start Date at VA: _________________________ 

 

__ 2 forms of ID included (acceptable forms of ID listed on last page) 

 

__ COVID vaccination card or exemption included 

 

 
For any questions or concerns about the onboarding process please reach out to: 

VHALOMClinicalEducation@va.gov 

Street                                                                                                                           City                               State                   Zip
,



FINGERPRINT RECORD PREP SHEET**PLEASE PRINT CLEARLY** 
DATE:_____ ____ ____ 

SON: 4049 SOI: vam1 

LAST NAME:_____________________FIRST NAME:______________________MIDDLE NAME:_________ 

SSN:______________________           DATE OF BIRTH (MM/DD/YYYY)_____ _____ ____ 

COUNTRY OF BIRTH:__________________________  

STATE OF BIRTH ____________________________City of Birth___________________________ 

DRIVER LICENSE NUMBER:_____________________  STATE ISSUED BY:___________________________ 

PASSPORT NUMBER:______________________ (IF APPLICABLE) DUAL CITIZENSHIP: YES_____ NO_____ 

Country of Citizenship:_____________________________ 

ALIEN REGISTRATION NUMBER:______________________ (IF APPLICABLE) 

NATURALIZATION CERTIFICATE NUMBER:___________________ (IF APPLICABLE) 

GENDER:_____ RACE:_____ EYE COLOR:__________ HAIR COLOR:__________ 

HEIGHT:__________ WEIGHT:__________LBS. 

E-MAIL ADDRESS___________________________________ PHONE NUMBER:_____________________ 

POSITION TITLE____________________________________ **MUST FILLOUT** 

APPLICANTS SIGNATURE:____________________________ DATE:_______________ 

(BELOW IS FOR CONTRACTORS ONLY) 
COMPANY NAME:_________________________________ JOB TITLE:____________________________ 

 

________________________________ 

       ________________________________ 

       ________________________________ 

I certify that to the best of my knowledge and belief, all the information provided is true, correct, 
complete, and made in good faith.  I understand that false or fraudulent information on or attached to 
this form may be grounds for not hiring or firing me after I begin work and may be punishable by a fine 
or imprisonment.  I understand that this information I give may be investigated. 

 

FINGERPRINTS CAPTURE BY PIV PERSONNEL:______________________ DATE:_____________________ 



 
 

VA Loma Linda Healthcare System                                                                             In Reply Refer To:  605-14A 
11201 Benton Street Loma Linda, CA 92357  
(800) 741-8387-(909) 825-7084  
www.lomalinda.va.gov 

 
APPOINTMENT LETTER FOR TRAINEES 

APPOINTED WITHOUT COMPENSATION (WOC) 
 
Date:                                
                                                                                                            
Dear Trainee, 
 
Welcome to the Department of Veterans Affairs.  You will be assigned to our facility as a Trainee from 
_______________                       through                                               under the authority of Title 38 United 
States Code (U.S.C.) 7405(a) (1).  
 
In accepting this training assignment, you will receive no monetary compensation and you will not be 
entitled to those benefits normally given to regularly paid employees of the Veterans Health 
Administration (VHA), such as leave, health insurance, or retirement.   
 
If you agree to these conditions, please sign the following statement. Either party may terminate this 
agreement any time by written notice of such intent. 
 
Sincerely,  

________________________________________________________ 
Chief, Human Resources Management Service 

 
 

_____________________________________________________________ 
Medical Center Director 

 
   I agree to serve in the preceding capacity under the conditions indicated. 

 
   ________________________________________________________   ______ 
                                             Signature                                                                     Date 
             
    _________________________________________________________ 
                Printed Name 
 
    _________________________________________________________ 

                                     Home Address 
 

_________________________________________________________ 
                                                              School and Program 
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This form may also be used to assess fitness for federal contract employment

Form Approved: 
OMB No. 3206-0182 

U.S. Office of Personnel Management 
5 U.S.C. 1302, 3301, 3304, 3328 & 8716 

Optional Form 306
Revised October 2019 

Previous editions obsolete and unusable 

(Provide your full name. If you have only initials in your name, provide them and indicate "Initial only". If you do not have a middle name,
indicate "No Middle Name". If you are a "Jr.," "Sr.," etc. enter this under Suffix.  First, Middle, Last, Suffix)

(Include city and state or country) 

YES NO (If "NO", provide country of citizenship)

(MM / DD / YYYY)

(For example, maiden name, nickname, etc.) (Include area codes)

Day

Night

If you are a male born after December 31, 1959, and are at least 18 years of age, civil service employment law (5 U.S.C. 3328) requires that you 
must register with the Selective Service System, unless you meet certain exemptions. 

7a. Were you born a male after December 31, 1959? YES NO (If "NO", proceed to 8.) 

7b. Have you registered with the Selective Service System? YES (If "YES", proceed to 8.) NO (If "NO", proceed to 7c.) 

7c. If "NO," describe your reason(s) in item 16.

8. Have you ever served in the United States military? YES (If "YES", provide information below)  NO

MM/DD/YYYY) MM/DD/YYYY) 

The circumstances of each event 
you list will be considered. However, in most cases you can still be considered for Federal jobs. 

For questions 9,10, and 11, your answers should include convictions resulting from a plea of (no contest), but omit (1) traffic 
fines of $300 or less, (2) any violation of law committed before your 16th birthday, (3) any violation of law committed before your 18th birthday if
finally decided in juvenile court or under a Youth Offender law, (4) any conviction set aside under the Federal Youth Corrections Act or similar 
state law, and (5) any conviction for which the record was expunged under Federal or state law 

9. During the last 7 years, have you been convicted, been imprisoned, been on probation, or been on parole?
(Includes felonies, firearms or explosives violations, misdemeanors, and all other offenses.) 

10. Have you been convicted by a military court-martial in the past 7 years? 

11. Are you currently under charges for any violation of law? 

12. During the last 5 years, have you been fired from any job for any reason, did you quit after being told that you
would be fired, did you leave any job by mutual agreement because of specific problems, or were you debarred
from Federal employment by the Office of Personnel Management or any other Federal agency? 

13. Are you delinquent on any Federal debt? (Includes delinquencies arising from Federal taxes, loans, overpayment
of benefits, and other debts to the U.S. Government, plus defaults of Federally guaranteed or insured loans such
as student and home mortgage loans.) 

YES NO

YES NO

YES NO

YES NO

YES NO

, ,



This form may also be used to assess fitness for federal contract employment

Form Approved: 
OMB No. 3206-0182 

U.S. Office of Personnel Management 
5 U.S.C. 1302, 3301, 3304, 3328 & 8716 

Optional Form 306
Revised October 2019 

Previous editions obsolete and unusable 

14. Do any of your relatives work for the agency or government organization to which you are submitting this form?
(Include: father, mother, husband, wife, son, daughter, brother, sister, uncle, aunt, first cousin, nephew, niece,
father-in-law, mother-in-law, son-in-law, daughter-in-law, brother-in-law, sister-in-law, stepfather, stepmother,
stepson, stepdaughter, stepbrother, stepsister, half-brother, and half-sister.)

15. Do you receive, or have you ever applied for, retirement pay, pension, or other retired pay based on military,
Federal civilian, or District of Columbia Government service?

YES NO

YES NO

16. Provide details requested in items 7 through 15 and 18c in the space below or on attached sheets. Be sure to identify attached sheets with
your name, Social Security Number, and item number, and to include ZIP Codes in all addresses. If any questions are printed below, please
answer as instructed 

If you are applying for a position and received a tentative/conditional job offer or have not yet been selected, carefully review your 
answers on this form and any attached sheets. 

, carefully review your answers on this form and any attached sheets, including any other application 
materials that your agency has attached to this form. If any information requires correction to be accurate as of the date you are signing, make 
changes on this form or the attachments and/or provide updated information on additional sheets, initialing and dating all changes and additions. 
When this form and all attached materials are accurate, read item 17, complete 17b, read 18, and answer 18a, 18b, and 18c as appropriate. 

17. that, to the best of my knowledge and belief, all of the information on and attached to this Declaration for Federal Employment,
including any attached application materials, is true, correct, complete, and made in good faith.

that any information I give may be investigated
for purposes of determining eligibility for Federal employment as allowed by law or Presidential order. to the release of
information about my ability and fitness for Federal employment by employers, schools, law enforcement agencies, and other individuals
and organizations to investigators, personnel specialists, and other authorized employees or representatives of the Federal Government. 

that for financial or lending institutions, medical institutions, hospitals, health care professionals, and some other sources of
information, a separate specific release may be needed, and I may be contacted for such a release at a later date.

17a. Applicant's Signature: Date: 
(Sign in ink) (MM / DD / YYYY) 

17b. Appointee's Signature: Date: 
(Sign in ink) (MM / DD / YYYY) 

18. Your elections of life insurance during
previous Federal employment may affect your eligibility for life insurance during your new appointment. These questions are asked to help
your personnel office make a correct determination.

18a. When did you leave your last Federal job? D

18b. When you worked for the Federal Government the last time, did you waive Basic Life 
Insurance or any type of optional life insurance? 

18c. If you answered "YES" to item 18b, did you later cancel the waiver(s)? If your answer to item 
18c is "NO," use item 16 to identify the type(s) of insurance for which waivers were not 
canceled. 

YES NO DO NOT KNOW 

YES NO DO NOT KNOW

Enter Date of Appointment or Conversion 
MM / DD / YYYY 











Department of Memorandum
Veterans Affairs

From: VHA Office of Academic Affiliations (OAA) 

Subj: Random Drug Testing Notification and Acknowledgement 

To: Health Professions Trainee (HPT) in a Testing Designated Positions (TDP) 

1. On September 15, 1986, President Reagan signed Executive Order 12564, Drug-Free Federal Workplace, 
establishing a policy against the use of illegal drugs by Federal employees, whether on or off duty. In 
accordance with the Executive Order, VA has established a Drug-Free Workplace Program to include 
random testing for the use of illegal drugs by employees (to include trainees) in sensitive positions. 

 
2. This is to notify you that as an HPT in a sensitive position you may be subject to random drug testing. The 

testing procedures, including the collection of a urine specimen, will be conducted in accordance with 
Department of Health and Human Services (HHS) Guidelines for Drug Testing Programs.  

a. The only VHA Training Programs exempt from Random Drug Testing per policy are:  
Clinical Pastoral Education (Chaplain), Social Work, Dietetics, Occupational Therapy, Optometry, 
Audiology, Speech Pathology, Non-Clinical and Administrative 

 
3. You can be assured that the quality of testing procedures is tightly controlled, that the test used to confirm 

use of illegal drugs is highly reliable and that the test results will be handled with maximum respect for 
individual confidentiality, consistent with safety and security. 

 
4. As a trainee subject to random drug testing you should be aware of the following: 
 

Counseling and rehabilitation assistance are available to all trainees through existing Employee 
Assistance Programs (EAP) at VA facilities (information on EAP can be obtained from your local Human 
Resources office).   
You will be given the opportunity to submit supplemental medical documentation of lawful use of an 
otherwise illegal drug to a Medical Review Officer (MRO). 
VA will initiate termination of VA appointment and/or dismissal from VA rotation proceedings against any 
trainee who is found to use illegal drugs on the basis of a verified positive drug test.  
Termination and/or dismissal from VA rotation proceedings will be initiated against any trainee who 
refuses to be tested. 

 
5. Random testing will begin no sooner than 30 days from the date you sign this acknowledgement.  
 
6. Visit the US Office of Personnel Management (OPM) Work-Life webpage for  information on Services 

Available for You, Guidance & Legislation as well as Substance User Disorder.  
https://www.opm.gov/policy-data-oversight/worklife/employee-assistance-programs/  

 
 

I acknowledge receiving and reading the notice which states that my position may be designated for 
random drug testing, and that, if selected, refusal to submit to testing will result in termination and/or 
dismissal from the VA. 
 
 
____________________________________________________________________________________
Training Program and Affiliate 
 
________________________________________ ______________________________________ 
Print Name and Date Signed Signature 



EMPLOYEE EDUCATIONAL DATA
PRIVACY ACT STATEMENT: The authority for collecting this information about you is 5 U.S.C. 7201. The information furnished will be used to 
update your education level to reflect the highest level achieved. The information you furnish is voluntary and will be used for workforce analysis 
and planning. Executive Order 9397 (November 22, 1943) authorizes use of your Social Security Number. That Order requires use of the SSN for the 
orderly administration of personnel records. Furnishing your Social Security Number as well as the other data is voluntary. Disclosure of this 
information may be made in accordance with the disclosure provisions of the Privacy Act of 1974 including the established routine uses for the 
OPM/GOVT-1, General Personnel Records system of records, or the 76VA05 system for Title 38 employees.

INSTRUCTIONS - Please complete this form according to the instructions and if you have any questions, contact your Human Resources (HR) office. Return 
completed form to your HR office. (Note: In order to keep your education record up-to-date, be sure to notify the HR office whenever you attain a higher level of 
education than the level you show on this form.)

PART I - EDUCATION CODES
INSTRUCTION: Check the one box next to the code in Section A or B that best represents your highest education level. Then follow instructions in that section.

SECTION A - GENERAL EDUCATION LEVELS

1- Less than 8th grade or no formal education

2 - 8th grade

A - Some high school -- did not graduate

B - High school graduation or equivalency certificate, and no 
      completion of any advanced job training.

3 - High school graduation and afterwards began additional job 
     training program without completing.

5 - Less than one academic year of study (under 30 semester hours/ 
     45 quarter hours) in a college or university.

C - One academic year of study (30-59 semester hours, 45-89 
      quarter hours) in a resident college or university.

D - Two academic years of study (60-89 semester hours, 90-134 
      quarter hours) in a resident college or university.

7 -  Four academic years of study (120 semester hours, 180 quarter 
      hours, or more) but did not receive a bachelor's degree. 

L - Bar membership without law degree.

E - Three academic years of study (90-119 semester hours, 135-179 
      quarter hours) in a resident college or university.

If you checked one of the boxes above go to PART II, otherwise continue in Section B.
SECTION B - HIGHER EDUCATION CERTIFICATE OR DEGREE

4 -  Completed high school and afterwards completed additional 
      job training program.
6 -  Associate degree (including nursing and all other associate 
      degrees.)
F -  Nursing diploma
G - Bachelor's degree in Nursing
H - Bachelor's degree in Engineering or Architecture
I -  Bachelor's degree in Accounting or Finance 
J -  Bachelor's degree, all other fields
8 -  Bachelor's degree and less than 15 semester hours, 23 quarter 
      hours of graduate study
N -  One academic year of graduate study (15 semester hours, 
      23 quarter hours) but no master's degree
K - Law degree (J.D. or LL.B.) without bar membership 

L - Bar membership with law degree 

M- Law degree (J.D. or LL.B) with bar membership

O - Master's degree in Hospital Administration
# -  Master's degree in Nursing
P -  All other master degrees
Q - Some academic work beyond master's degree but 
      no higher degree
R -  Doctor of Dental Medicine
S -  Doctor of Dental Surgery
T -  Doctor of Medicine
U - Doctor of Osteopathy
V - Doctor of Veterinary Medicine
9 -  All other professional degrees (including podiatry, D.P. or 
      D.P.M., and optometry, O.D.)
* -  Doctoral degree in Nursing
W - Doctor of Philosophy
X - Ph.D. in Psychology
Y- Other doctoral degrees
Z - Doctoral degree and performed some academic work beyond

If you checked one of the boxes in Section B, then more specific information is needed. Please review the supplemental (which is either attached or 
may be provided later by your HR office) and select the most appropriate field of study from the programs listed and record the corresponding 6-digit 
program code in Part II. 

PART II - EMPLOYEE INFORMATION
1. WHAT IS YOUR ONE DIGIT EDUCATION CODE 
FROM SECTION A OR SECTION B ABOVE?

EDUCATION CODE

COMPLETE IF YOU SELECTED FROM SECTION B
2A. WHAT YEAR DID YOU COMPLETE YOUR 
HIGHEST LEVEL OF EDUCATION? 

YEAR OF COMPLETION

2B. ENTER THE SIX DIGIT PROGRAM CODE 

PROGRAM CODE

3. LAST NAME - FIRST NAME - MIDDLE INITIAL OF EMPLOYEE (Print or type) 4. SOCIAL SECURITY NO.

5. SERVICE OR DIVISION

6. EMPLOYEE'S SIGNATURE 7. DATE

VA FORM 
OCT 2011 4637 eOPF filing instructions - do not file in OPF once educational level is coded in VA HR system

511102

VA 605 Loma Linda
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DATE (MM/DD/YYYY):

COVID-19 VACCINATION

CHECK ONE STATEMENT BELOW AND COMPLETE AND SIGN THE LAST SECTION OF THIS FORM PRIOR TO 
SUBMISSION TO EMPLOYEE OCCUPATIONAL HEALTH:

I have a contraindication for the COVID-19 vaccine as defined by Centers for Disease Control and Prevention (CDC). The 
reasons for contraindication must be recognized contraindications and precautions by the CDC, found here: 
https://www.cdc.gov/vaccines/covid-19/clinical-considerations/covid-19-vaccines-us.html?CDC_AA_refVal=https%3A%2F%
2Fwww.cdc.gov%2Fvaccines%2Fcovid-19%2Finfo-by-product%2Fclinical-considerations.html, located under Interim Clinical 
Considerations for Use or Vaccine Indications. This has been discussed and acknowledged by my personal physician. I 
understand that by declining to receive the vaccine within eight weeks of publication of this directive, or within eight weeks of 
beginning employment, I must wear a face mask according to requirements and guidelines within VHA Directive 1193, 
COVID-19 Vaccination Program for VHA Health Care Personnel.

Printed Physician Name and Address

Physician Signature Date (MM/DD/YYYY)  

Supervisor EmailSupervisor Signature Date (MM/DD/YYYY)  

Date (MM/DD/YYYY)  

National Provider Identification Number

Supervisor Signature Supervisor Email

I understand that by declining to receive the vaccine within eight weeks of publication of this directive, or within eight weeks 
of beginning employment, I must wear a face mask according to requirements and guidelines within VHA Directive 1193, 
COVID-19 Vaccination Program for VHA Health Care Personnel.

I received the full COVID-19 vaccine series (any required documentation is attached). 

I have been granted a medical exemption from receiving the COVID-19 vaccine. 

I notified my immediate supervisor in writing that I have a deeply held religious belief that prevents me from receiving the 
COVID-19 vaccine.

I have read and fully understand the information on this form and have been given the opportunity to have my questions 
answered. I understand that violation of the directive may result in disciplinary action up to and including removal from Federal 
service. 

Name (print): Last 4 SS#:

Dept./Serv: 

Employee Signature: 

Date (MM/DD/YYYY):   

Employees and volunteers provide this form to the VHA facility Employee Occupational Health Office. Secure electronic 
submission is permissible.

Health Professions Trainees requesting medical or religious exemptions provide this form to the Designated Education 
Officer (DEO); and proof of vaccination is provided to the DEO via the Trainee Qualifications and Credentials Verification 
Letter (TQCVL).

VA FORM 
AUG 2021 10-263

I am a VHA:

If other, please indicate:

Employee Volunteer   Other (ex: Trainee, Resident, Intern, Fee Basis, or Researcher) 

Clinical Education
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